2x EVALUATION PRACTICE, 13(l), 1992 questions provided information on a number of variables critical to program evaluation.
METHOD
This study uses self-report data from a national survey of outpatient drug abuse treatment units conducted in the Fall of 1988 by the University of Michigan's Institute for Social Research. The sample of units for the national study (N = 670) was a stratified random sample drawn from a list of the population of treatment units in the United States in 1988 (A' = 6,8S 1). The population of units was stratified according to treatment modality (methadone vs. non-methadone); ownership (public, private for-profit, private not-for-profit): and setting (hospital-based, mental health center based, freestanding facility).
The unit directors and clinical supervisors of each of the 670 selected treatment units were asked to complete phone surveys, Directors provided information concerning the unit's ownership, finances, and goals. Clinical supervisors provided information about staff members, clients, and services. The response rate was 85.8% (N = 575). Units not doing follow-up evaluation did not complete the evaluation questions. The number of usable respondents, i.e., those program directors who indicated they made some follow-up, was 377. The evaluation items of interest for this study were contained in Section "D" of the "Director's Questionnaire." The major topics examined included the following:
. The response options were either a five part response menu that ranged from "no extent" to "a very high extent" or a yes/no format. Self-report data were not verified by actual visitation at the outpatient drug abuse treatment programs. The variables selected were related to collecting follow-up data after treatment ended. The variables assessed if, when, how, by whom, and what follow-up data were collected, as well as whether comparisons were made with other units, based on the follow-up data and changes made as a result of the comparisons.
RESULTS
The first and most notable finding is that only 66% of the units were collecting any follow-up data and only 27% said they were following up to any great extent. Future The largest number of follow-ups were conducted in the earliest time period (l-3 months) after the patient leaves treatment (Table 1) ; with fewer conducted as the time from termination lengthens (24 or more months). A third of the programs targeted a one-year follow-up interval, but less than one in ten programs (8.2%) were collecting follow-up data longer than eighteen months after clients exited the program. Also, only 18% said they experienced success to any great extent in their follow-up efforts ( Table 2) .
The most frequently collected information (96.5%) was post-treatment drug or alcohol use (Table 3 ). Other types of data collected by four out of five programs which collected any follow-up information (as reported by the program directors) were, in order of decreasing frequency: clients in recommended treatment (89.9%), the client's employment status (85.1%), the client's evaluation of the treatment experience (8 1.4%), and the client's health status (80.9%).
Of the various specifically identified methods, the most labor intensive method (face to face interviews) was the least often used (58.5%). Less labor intensive methods such as telephone follow-up (75.3%) and self-administered survey (68.1%) were more frequently used (Table 4) . Clearly. the ma_jority of programs collecting follow-up information were reported to make changes based on follow-up data, at least a "little" (04.7%'). Also. about one third (34.2% ) use follow-up data to make changes to a "great" or "very great" extent (Table 5) . What sort of "changes"
were made need% to be further explored.
For example. different hours for program intake activities may be a "change."
but it is not of the same order of magnitude as switching therapeutic modalities.
DISCUSSION
These data are both cause for encouragement and cause for concern. In these days of cost containment and very tight budgets, that any sort of evaluations were conducted in drug abuse treatment programs is a hopeful sign. Indeed, many drug abuse programs are reported by program directors to be involved in evaluation activities. Many of these program directors may recognize the value of drug abuse treatment evaluation activities and be willing to devote a proportion of their scarce resources of time and personnel to collect follow-up data and make comparisons and changes. It would certainly be a hopeful development for the field of drug abuse treatment research if this perception were a reflection of the clinical reality (Tims and Ludford, 1984) . On the other hand, while many program directors report a degree of involvement in drug abuse treatment evaluation related activities, the extent of involvement is rarely very great. In all likelihood, scarcity of person-power and time are reasons for the less than ideal degree of evaluation activity in this area. More research, however, is needed to determine what other barriers exist to preclude effective drug abuse program evaluation. For example, an absence of technical expertise in program evaluation by regular program staff and the lack of appropriate evaluation instruments could be impediments to effective drug abuse treatment evaluation.
To further encourage evaluation efforts in the drug abuse field, a number of things could be done. For example, certification and licensing could be linked to meaningful involvement in evaluation, and, specific resources could be ear-marked for support of evaluation tasks. However, additional research needs to be conducted to determine what would encourage directors to conduct more meaningful evaluation activities.
